101 Understanding referral patterns in urogynecology 
OBJECTIVES:
The primary objective of this study was to determine the proportion of referrals to our urogynecology office that occur by patient initiation versus screening by primary care physicians. We hypothesized that the majority of referrals for pelvic floor disorders occur because patients bring up the problem as opposed to being screened by their primary care physician.
MATERIALS AND METHODS:
This was an IRB reviewed quality improvement project of a cross-sectional analysis of referral patterns to an academic teaching Female Pelvic Medicine & Reconstructive Surgery program over a 2 month period. Patients presenting for a new patient appointment were given a new patient questionnaire consisting of 5 questions querying about referral patterns to receiving care for pelvic floor disorders, as well as whether they were screened for these disorders, & how long the disorder had been present. Questionnaires were collected at the end of the visit and a descriptive analysis of the answers provided by the patients were performed. RESULTS: Ninety-eight patients completed the survey in the 2 month time period. The majority of patients (78%, 76) presenting had a single pelvic floor diagnosis, while close to 1/4 of the patients presenting had multiple pelvic floor complaints (22%, 22) . Approximately, 22.4% of women were self-referrals. Of the self-referrals, 40.9% (9) found us on the internet, 36.3% (8) found us through a friend, & 9.0% (2) found us through another source or patient. 77.6% (74) of patients were referred by a physician with 31.6% (31) by a gynecologist and 27.5% (27) by a primary care physician. Of those who were referred by a gynecologist, 84% (26) had to bring up the problem to their physician versus 13% (4) who were screened by their physician. Of those who were referred by a primary care physician, 92.3% (24) brought up the problem to their physician versus 7.7% (2) who were screened by their physician. When a patient was screened by a physician, the clinical diagnosis upon evaluation at our clinic was one of the following: pelvic organ prolapse (87.5%, 7), chronic cystitis (37.5%, 3), urinary incontinence (98%, 8) . This differed for those that were not screened whom were more often diagnosed with the following: lower urinary tract symptoms (1.5%, 1), fecal incontinence (6.0%, 4), interstitial cystitis (9.0%, 6), or pelvic pain (11.0%, 7). CONCLUSION: This study supported that hypothesis that the majority of referrals for pelvic floor disorders occur because patients bring up the problem as opposed to undergoing screening by their primary physicians. Gynecologists were more likely than primary care physicians to screen patients for pelvic floor disorders despite a large percentage of referrals coming from a primary care physician. Compared to those patients who were screened, those patients who brought up the problem were more likely to have lower urinary tract symptoms, fecal incontinence, interstitial cystitis, and pelvic pain.
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Isabel C. Prieto: Nothing to disclose; Eric Chang: Nothing to disclose; Elisha Jackson: Nothing to disclose; Renee Bassaly: Nothing to disclose; Allison M. Wyman: Nothing to disclose; Kristie A. Greene: Nothing to disclose. OBJECTIVES: To perform a comprehensive literature review of the incidence, location, etiology, and mortality of major vascular injuries in gynecologic laparoscopy for benign indications. MATERIALS AND METHODS: A systematic review of PubMed, EMBASE, Cochrane Library, and ClinicalTrials.gov was conducted. One thousand and ninety-seven studies were screened for inclusion with 147 full-text articles reviewed. Sixty-one studies published between 1978 and 2015 met inclusion criteria, representing 199,305 surgeries. Articles reporting the incidence of major vascular injuries (MVI) in gynecologic laparoscopy for benign indications were included. Exclusion criteria comprised surgery for gynecologic malignancy, surgery by urogynecologists, manuscripts not in English, and studies published only as abstracts. RESULTS: A total of 163 major vascular injuries were reported with an incidence of 0.082% (95% CI 0.081e0.083). The inferior epigastric vessels were the most commonly injured vessel (0.037%, 95% CI 0.036e0.038), comprising 44.8% of the injuries. Of all MVIs reported, 28.9% did not specify which vessel was lacerated. Of the remaining injuries, the following vessels were involved: iliac artery and vein (9.2%), aorta (4.3%), and IVC (1.8%) for incidences of 0.008% (95% CI 0.008e0.008), 0.004% (95% CI 0.003-0.003), and 0.002% (95% CI 0.001-0.002), respectively. The incidence of major vascular injuries excluding the inferior epigastric vessels was 0.013% (95% CI 0.012-0.014). Of the 125 vascular injuries for which etiology was denoted, the majority (n¼99) were the result of abdominal entry (89.2%, 95% CI 79.9-98.5), while the remainder (n¼26) were the result of surgical dissection (23.4%, 95% CI 17.3-30). When excluding epigastric vessel injuries, 50% of the major vascular injuries occurred during entry, and 50% occurred during surgical dissection. Laparoscopic hysterectomies had a higher incidence of MVIs (0.13%) compared to minor laparoscopic procedures (0.007%). Only two of the 163 MVIs resulted in death for an overall mortality rate from vascular injuries of 0.001%. CONCLUSION: The incidence of major vascular injury in gynecologic laparoscopy for benign indication remains very low at 0.082%. The majority of reported MVIs were lacerations of the epigastric vessels during trocar placement. The risk of mortality from a MVI during laparoscopic surgery was extremely low at 0.001%. Laparoscopy remains a low risk procedure in relation to vascular injuries when performed for benign gynecologic diseases.
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103 Impact of obesity on cost of hysterectomy performed by fellowship trained minimally invasive gynecologic surgeons 
OBJECTIVES:
Our objective is to compare cost and perioperative outcomes of minimally invasive hysterectomy across different BMI ranges.
MATERIALS AND METHODS:
We performed a retrospective cohort study at a single academic center. Patients included all women undergoing either a traditional laparoscopic hysterectomy or roboticassisted laparoscopic hysterectomy between 2012 and 2017. Patients were excluded if their surgery was performed by anyone other than those surgeons with subspecialty training in minimally invasive gynecologic surgery. BMI was stratified as follows: underweight/ normal (<18.5 e 24.9), overweight (25 e 29.9), obese (30 e 34.9), and extreme obesity (> 35). Univariate analysis was performed to determine distributions of continuous and categorical variables.
Bivariate analysis, propensity scoring, and regression analysis were used where appropriate. RESULTS: We identified 609 patients that underwent hysterectomy during the study period. Three hundred and fifty-one women (57.6%) underwent robotic hysterectomy and 258 women (42.4%) underwent traditional laparoscopic hysterectomy. Demographic data were similar between these two groups. BMI was not significantly different across the two groups (p¼.10). There was no statistically significant difference in complication rate between the two groups (p¼.76). Total operative time, complication rate, and length of hospital stay were not significantly different between obese and nonobese patients (p¼.47, p¼.76, p¼.78, respectively) . With regard to cost BMI did not have any statistically significant impact across surgery groups (p¼.81). When stratified by obese versus non-obese cost remained unaffected ($6175.23 vs. $6200.25; p¼.40, respectively) . Mean cost was highest in the overweight group ($6262.43) and lowest in the underweight/normal group ($6126.96), though this did not reach statistical significance (p¼.55). Scatterplots to assess relationships did find that cost does increase slightly as BMI increases until between a BMI of 30-35. Conversion to laparotomy was not impacted by BMI with an overall incidence of 0.16%. CONCLUSION: In this study, obesity did not impact cost of minimally invasive hysterectomy. There was a trend towards increased cost as BMI increased which plateaus between a BMI of 30 and 35. Certain factors are known to increase the cost of hysterectomy including intraoperative and postoperative complications, conversion to laparotomy, prolonged operative time, and increased length of hospital stay. Our findings show that these factors, known to increase the cost of healthcare, are mitigated when patients are under the care of highvolume fellowship trained gynecologic surgeons.
DISCLOSURE OF RELEVANT FINANCIAL RELATIONSHIPS:
Gaby Moawad: Nothing to disclose; Jordan Klebanoff: Nothing to disclose; Paul Tyan: Nothing to disclose; Keri O'Leary: Nothing to disclose.
